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Linacre Institute Symposium -The Clerical Sexual Abuse Crisis

Inpatient Treatment and Outpatient
Psychiatric Evaluation Programs for
Priests and Religious
Report of the Task Force of the Catholic Medical Association

Questions have been raised in regard to the quality and appropriateness of
psychiatric and psychological evaluation and care at treatment centers for
priests and religious in the United States. A task force of the Catholic
Medical Association has been established to evaluate these programs, with
the hope that this evaluation will result in correction were needed and a
general improvement in the treatment for priests.
BACKGROUND: An evaluation has been performed at one of the
treatment centers by a committee of three priests, only one of whom was a
health professional. This present report is the product of a task force
composed of eight physicians, four of whom are psychiatrists, several
consulting psychologists and a moral theologian.
GOAL: To evaluate the inpatient treatment of sexual disorders, affective
and mood disorders, the reintegration approach to return to ministry, the
follow-up program and the outpatient evaluation programs associated with
these institutions.
Inpatient Treatment
Criteria for Admission: The facilities evaluated frequently admitted
priests as patients who did not meet the usual and customary criteria for
inpatient care. In some cases admission to inpatient hospitalization for
priests who do not meet the standard criteria for admission was requested
by religious superiors and personnel directors.
STANDARD PRACTICE: Patients are admitted for inpatient care when the
patient is a danger to self or others; the patient is so disabled that the basic
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needs such as nourishment and personal hygiene are not met; the patient is
unable to function so as to meet the demands of daily life; the patient may
need high doses of psychotropic medications which require daily
monitoring in a hospital setting. There is rarely a need for admission to the
hospital for treatment of paraphilias (sexual disorders).
RECOMMENDATION: Catholic facilities that provide inpatient
psychiatric treatment for priests and religious should only admit patients
that meet the usual and customary criteria for inpatient care.

Location of Facilities: Priests are regularly sent to facilities away from the
support of friends and family.
STANDARD PRACTICE: Outpatient treatment in their own environment
is the preferred treatment for support and recovery for most patients.
RECOMMENDATIONS: Except for unusual circumstances, a priest
should not be sent to some facility far away from friends and family. Also,
they should not be held covertly from their friends unless they specifically
request this.
Patient Rights: There are reports that priests have not been treated in
accord with their basic civil rights or accorded the rights due to any patient
in a health care facility.
STANDARD PRACTICE: The patient must be given the option of
informed consent which includes alternatives to the treatment offered at
the facility. This would include treatment at a specialized inpatient hospital
with a length of stay consistent with the standards of care in the mental
health field. The patient must have the right of choice in regard to a
psychiatrist or psychologist for treatment and the right to change
psychiatrists or psychologists during treatment. The patient must be given
the opportunity for a second opinion which must be acknowledged and
given reasonable consideration by the facility. The patient must have the
right to be transferred to another facility of his choice if he so desires.
RECOMMENDATION: The priest is entitled to patient rights and the
mandated civil rights of a United States citizen. Without a civil
commitment, no priest may be held against his will. In addition a priest
should not be held in the hospital under coercion, including threats of loss
of faculties.
Length of Stay: The evaluated facilities routinely keep priest patients for
four to six months regardless of the diagnosis or severity of their problem.
Superiors, personnel directors and bishops should not be involved with
decisions regarding length of stay (LOS) and discharge date.
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STANDARD PRACTICE: Current practice calls for short term inpatient
treatment whenever possible. An extended LOS of four to six months
regardless of diagnosis or severity of illness is not acceptable and deviates
from the standards for care in the mental health field.
RECOMMENDATIONS : The hospital LOS should be kept to a minimum
in accord with current standards of care in the United States. These are
medical decisions to be made between the treating mental health
professionals and the patient. It is acknowledged that the patient's bishop
or superior will have the ultimate decision about the return to duty.
However, the patient is not to be held in the hospital because a superior or
bishop is not ready to take him back.

Patient Confidentiality: There are reports that evaluated facilities report
confidential communications to the priests' superiors or bishops.
STANDARD PRACTICE: Optimal treatment of a patient requires a
confidential relationship between the physician and the patient.
RECOMMENDATION: A priest who is a patient must be treated with the
same dignity and respect as a lay patient. The priest must not be required,
pressured or coerced to waive rights of privileged communication.
Treatment of Sexual Disorders
Diagnostic categories would include sexual acting-out behaviors with
adults of the opposite or same sex and the more serious disorders of sexual
behaviors with adolescents (ephebophilia) and with children (pedophilia).
Length of Stay: In the Church-sponsored treatment centers, each of these
categories are treated for approximately the same length of time; that is, at
six months or more of inpatient treatment.
STANDARD PRACTICE: According to current mental health standards
adults are not usually treated in an inpatient setting for a consenting sexual
relationship with another adult, unless the behavior is viewed as being
sexually addictive. For example, LOS at the Meadows in Arizona, one of
the few inpatient treatment centers in the United States for those with
sexually addictive behaviors, is four weeks. A stay of six months not only
deviates from accepted standards in the mental health field, but is not
clinically indicated, and may, in fact, be harmful to the patient.
RECOMMENDATION: LOS for priests should be consistent with
standard practice.
Moral Teaching: Many former patients of the Church-related treatment
programs have stated that the staff at these centers for priests and religious
do not support the teachings of the Church on homosexuality and other
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areas of sexuality, as detailed in the Catechism of the Catholic Church and
by the Magisterium. In fact they often criticize patients who do adhere to
the Church's moral teaching. A number of former patients with
homosexual attractions and behaviors reported they were counseled to
accept themselves as homosexuals and to be discrete in their sexual
activities. Also, at one of these treatment centers, patients are brought
regularly to attend Alcoholics Anonymous meetings for homosexuals.
STANDARD PRACTICE: Patients' religious beliefs are to be respected by
the therapists. It is unethical for a mental health professional to try to
change a patient's moral code as stipulated by their religious beliefs.
RECOMMENDATION: We recommend that the Ordinaries in the
dioceses of these centers require the priests, religious, and mental health
professionals who work in them to sign a loyalty statement that they do
support the teachings of the Church in regard to sexual morality and, in
particular, homosexuality and that they personally view all sexual acts
outside of marriage as being immoral.
False Information: Professionals at the evaluated facilities reportedly told
patients that homosexuality is unchangeable and untreatable. Patients who
state the belief that their homosexual attractions and behaviors are a result
of specific trauma, for example, with a distant or critical father or with
harsh or unaccepting peers, are regularly told that they are in denial of their
homosexuality or that they are homophobes.
STANDARD PRACTICE: While it is true that various mental health
organizations have taken the position that homosexuality per se is not a
disorder, a careful reading of the journal articles on the subject reveals an
acceptance of the fact that therapy can be used effectively to change
behavior. The position taken by these organizations on therapy is based on:
either a neutrality on the morality of homosexual acts; or a belief that
homosexual acts are morally equal to heterosexual acts. Such beliefs are
not compatible with Catholic health care.
RECOMMENDATIONS: Those tasked with the care of priests suffering
from sexual disorders need to be educated on the causes and treatment of
homosexuality and other sexual disorders. There is ample evidence that
homosexuality can be successfully treated in any patient who sincerely
desires change. Furthermore, while not all patients will be able to function
heterosexually and to marry successfully, this obviously is not a concern
for priests. The general prediction of therapy success is that 30% will
achieve heterosexual function and an additional 30% will achieve freedom
from unwanted homosexual behavior.
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Informed Consent: Priests experiencing homosexual temptations are not
informed that their condition can be treated and that there is every reason
for them to expect to be able to achieve full freedom from sexual
temptations. In fact they often receive the false information that
homosexuality is untreatable and homosexual temptations must be
accepted.
STANDARD PRACTICE: Clients have a right to know of all types of
therapy available for the condition from which they suffer and the research
on outcomes of treatment.
RECOMMENDATION: A pamphlet outlining the outcomes of research
and the various types of treatment for sexual disorders should be prepared
and given to all patients suffering from these problems in all Catholic
mental health facilities . The Catholic Medical Association is willing to
provide such information.

Failure to Provide Contact with Support Groups: Patients are never
referred to Courage, the only recovery program in the Church supported by
the Pontifical Council for the Family. Also, Fr. John Harvey, O.S.F.S., the
founder of Courage and the Church's leading authority on homosexuality,
is rarely called upon for consultation in these centers with patients with
compulsive homosexual behaviors.
STANDARD PRACTICE: It is standard practice for treatment centers to
avail themselves of appropriate support groups, and to encourage
participation in such groups.

Mood and Affective Disorders
Length of Stay: Priests with anxiety and mood disorders who are referred
to the inpatient treatment programs under review are regularly told that
they will be institutionalized for six months.
STANDARD PRACTICE: According to current standards in the mental
health field, patients with depression and anxiety disorders are rarely
hospitalized for longer than four weeks because of the effectiveness of the
new generation of antidepressants. For decades, prolonged institutionalization has been viewed in the mental health field as an option that is
not in the best interest of the patient since it can result in damage to a
person's sense of self-esteem, in painful feelings of isolation and in a sense
of being sicker than they really are.
RECOMMENDATION: Length of stay for priest patients with mood or
affective disorders should not ex cede standard practice.
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Discharge Policy: After release from the hospital, priests report being
subjected to the indignity of "reintegration" into his parish or work
location, during which a representative of the hospital escorts the priest
back to the priest's work area and sets up committees to oversee his
adjustment. Furthermore, it is reported that hospital employees attempt to
control the choice of outpatient mental health professionals.
STANDARD PRACTICE: When patients are discharged from the
hospital, they return home unaccompanied by hospital employees.
Confidential material is not divulged to others. The patient's adjustment is
followed by the treating mental health professional. Hospitals entrust the
follow-up treatment to qualified mental health professionals who are
chosen by the patient, not by the hospital.
RECOMMENDATION: After discharge the priest must be allowed a
psychiatrist or psychologist of his own choice. The priest's confidentiality
must be respected and committee oversight should be established.
Follow-Up Treatment: At some treatment centers, patients are required to
return every six months for five years for a five day stay and to meet with a
team of individuals for evaluation. Former patients regularly complain that
they never see their former therapists and that these meetings accomplish
nothing and are a waste of time and money. At other centers patients are
asked to return for outpatient visits even though they are under the care of
their own outpatient therapists.
STANDARD PRACTICE: This type of follow-up deviates markedly from
the standards of care of the mental health field. Patients do not return to
psychiatric hospitals for follow-up care. Also, the requirement of
discharged patients to meet with a team of individuals on a regular basis is
not supported by anyone in the mental health field. Follow-up to inpatient
treatment is normally conducted between the psychiatrist or psychologist
and the patient. There is no need for the patient to share personal and
confidential history with a team of individuals.
RECOMMENDATIONS: Priests should not be required to return to
treatment centers after their discharge. Follow-up programs at inpatient
treatment centers should be discontinued. Appropriate follow-up to
inpatient treatment should involve regular reports, perhaps three or four
times yearly, to the bishop or religious community from the mental health
professional who is treating the priest or religious.
Outpatient Evaluations: Some of the centers insist that evaluations occur
in the context of a one or two week inpatient stay. Also, priests and
religious are regularly denied the right to choose their evaluators. If they
have done so, the reports of these mental health professionals often are not
August, 2002
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accepted by the superior or bishop who usually insist upon an evaluation
performed by mental health professionals employed by inpatient treatment
centers.
STANDARD PRACTICE: A comprehensive psychological and
psychiatric evaluation should take no more than two days and can be
accomplished on an outpatient basis. One or two week inpatient stays can
be psychologically detrimental to the client. Inpatient stays are reserved for
those with serious disorders and not for psychological evaluations. These
one and two week stays are to the detriment of the priest and to the
financial benefit of the hospital. Also, all patients have the legal right to
choose the mental health professionals who will evaluate them.
RECOMMENDATIONS: Priests should not be sent for one or two week
hospital stays for evaluations which are routinely done on an outpatient
basis. Also, strict criteria should be in place to determine whether an
individual should be sent for evaluation. If the evaluation done by the
therapist chosen by the priest is deemed to be unsatisfactory, then the
religious superior, personnel director, or Bishop has the right to ask for a
second opinion.

Conflict of Interest Between Outpatient Evaluation Programs and
Inpatient Treatment Centers: Currently mental health professionals who
are employees of the inpatient facility conduct outpatient evaluations of
priests. The result of these evaluations is usually a recommendation for
inpatient treatment at the facility at which the mental health professional is
employed.
STANDARD PRACTICE: This practice clearly represents a conflict of
interest. A number of reports have raised concerns that treatment facilities
determine the length of stay of clients based on the ability to pay,
increasing the institution's income by lengthening the stay.
RECOMMENDATION: Outpatient evaluations should be conducted by
mental health professionals who are not associated with treatment centers
to which priests might be referred.
Unnecessary Hospitalization: Inpatient hospitalization is routinely
recommended for issues which are regularly treated in the mental health
field on an outpatient basis.
STANDARD PRACTICE: The hospitalization of patients who do not need
to be hospitalized creates a false sense of the gravity of illness in the
patient; and places an unnecessary economic burden on the institution
paying for the services. Unnecessary hospitalization creates an unrealistic
"burden of illness" in the patient's mind.
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RECOMMENDATIONS: Priests should not be hospitalized unless they
meet the standard criteria for hospitalization. There should be clearly
established and published criteria for which an individual is selected for
hospitalization. These criteria should be approved by clergy, mental health
professionals, and physicians. Second opinions given on these priests by
mental health professionals regularly do not support the need for inpatient
treatment.

Accusation: Priests are referred for mental health evaluation because they
have been accused of wrong doing. In many cases they are not informed as
to the identity of their accusers and are not allowed to present a defense
against false accusations.
STANDARD PRACTICE: Patients have full civil rights, including the
right to know who their accusers are.
RECOMMENDATION: Priests should have the right to defend themselves in
accord with canon law.

Conflict of interest between the treatment centers and Church
authorities: There are reports of undue influence upon the mental health
professionals by those in authority in the Church to whom these therapists
are beholden.
STANDARD PRACTICE: Therapists must be able to put the interests of
their patients first.
RECOMENDATIONS: Bishops and superiors must assure that the
facilities to which they send priests support the teaching of the Church and
sound mental health practices. On the other hand they should not use
mental health professionals as disciplinarians for priests who have sinned.
This is a violation of the patient/therapist relationship. For example, the
practice of suspending or threatening to suspend priests who refuse to
follow the advice of the outpatient evaluation program at these treatment
centers to be hospitalized for six months, should be ended.

Staff at treatment centers: Concerns have been expressed by many
former patients about the spiritual program in these centers. For example,
the spiritual director at one center is a former priest who is now married.
The decision to place a married former priest in such an important position
would appear to convey a strong psychological message that priestly
celibacy is problematic and not psychologically healthy.
RECOMMENDATIONS: The spiritual directors at these centers should be
carefully chosen and should be priests and religious who model for
troubled patients a loving, fulfilling, happy, and deep spiritual life as a
celibate.
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General Recommendations
Inpatient Treatment
The Sisters of Mercy in Alma, Michigan offer an excellent treatment
program for priests and religious. St. Vincent's Hospital in Harrison, New
York has both inpatient treatment and an intensive outpatient day program
for priests and religious. Priests in the outpatient day program live in
residences which help to maintain their self-esteem and priestly dignity
and identity.
Alternatives to Inpatient Treatment
Priests have moved into geographic areas of mental health professionals
with long histories of successfully treating priests and have lived in a
rectory or with a family while participating in intensive outpatient therapy
three times weekly, as well as in spiritual direction. This approach
provides the priest with a state of the art treatment program and helps to
maintain his dignity as a priest. These priests can also provide valuable
ministerial services in the parish in which they are living. The value of
maintaining some semblance of a normal day-to-day life cannot be
underestimated. The reintegration of a patient (except the most severely
affected) into his normal social environment from the unrealistic world of
inpatient "life" is more difficult than treating the patient in his environment
and teaching him to function in a world where difficulties and
imperfections are the norm.
Alternative outpatient evaluation programs
Many Catholic mental health professionals who are not employed by
inpatient treatment programs and who have extensive experience over
many years working with priests and religious are available to evaluate
priests and religious. These professionals would be preferable to the
current system of referring to treatment centers for evaluations. The
Catholic Medical Association could serve as a referral source to provide
the names of psychiatrists and psychologists in different parts of the
country.
Philosophy of treatment centers
Catholic psychiatric hospitals should operate in accordance with the
principles of the teachings of the Church. In particular, all staff members
should agree with the Church's teachings that homosexual activity is
morally wrong and those experiencing homosexual temptations can achieve
chastity. The opinion of the American Psychiatric Association (APA) and
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similar groups is based on a false anthropology, which has been
detrimental and confusing to adults and youth. Catholic psychiatric
hospitals should avail themselves of the abundant scientific literature
which supports the Church's view of homosexuality. The Catholic Medical
Association could provide this literature.
Choice of mental health evaluators for candidates for seminary: There
are numerous reports that mental health professionals who do not support
the teachings of the Catholic Church on sexuality have been chosen to
evaluate candidates for the priesthood and routinely reject candidates who
do accept the Church's teachings on the grounds that they are "rigid".
There are also reports that some of these mental health professionals do not
report homosexual attractions in candidates for priesthood to seminary
faculty or diocesan officials.
A screening process which rejects qualified candidates, precisely
because they supported Church teaching, and accepts candidates who were
not qualified and therefore do not persevere, may account for the widely
varying numbers of seminarians in different dioceses.
STANDARD PRACTICE: The choice of screeners who do not accept
Church teaching on sexuality may be based on the belief that such persons
would be more "objective." There is, however, growing recognition that in
the mental health field an objective or neutral approach to evaluation of a
person 's mental health is probably not possible nor advantageous. Every
one brings cultural bias to their work. Therefore, there is a growing trend
which recognizes the value of matching the therapist to the client. Shared
background and culture can be extremely helpful in evaluating mental
health. For example, behavior which in one culture might be viewed as
pathological, such as the expression of anger, in another culture is viewed
as expected and normal.
RECOMMENDATIONS: Mental health professionals chosen to evaluate
candidates for the priesthood should, as far as possible, share the cultural
background of the devout, faithful, mature candidates they are to evaluate.
The professionals should be Catholics in good standing, who support the
Church's teaching on sexuality, life, contraception, homosexuality,
celibacy of the priesthood, the ordination of men only, and the hierarchical
structure of the Church. They should have a spiritual director, be daily
mass goers, have Marian devotion, and make a yearly retreat. While such
criteria might seem excessive, given the number of candidates to the
priesthood, it would not be difficult to find one such man in each area of
the country. The Catholic Medical Association will be happy to assist
bishops in this activity by preparing a list of qualified mental health
professionals who meet this criteria.
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Non-Catholics and Catholics who do not support the teachings ofthe
Church should not be employed in this task.
Retesting of seminarians: There are reports that seminarians who during
their course of studies expressed support for the teaching of the
Magisterium, the Catechism, and Sacred Scripture, particularly on issues
of sexuality and on homosexuality, were told they were rigid and divisive
and needed new psychological evaluations. In many cases these
seminarians were either told that they should go to a Church-related
treatment center for evaluation, or sent there, even though only a few years
earlier they had passed their psychological testing. Some of the
seminarians who were retested were diagnosed as having serious
psychological problems and were dismissed from the seminaries.
STANDARD PRACTICE: Unless there are signs of a severe mental
breakdown, there should be no need to retest a person who has been
evaluated within the past five years. The basic personality structure does
not change.
RECOMMENDATIONS: It should be made clear to seminary faculty that
adherence to the teaching of the Church on sexuality and particularly on
homosexuality is not a sign of mental illness, but of mental health. The
faculty need to be informed concerning the causes and treatment of
homosexual attractions and other psychosexual problems. The Catholic
Medical Association will be happy to provide speakers and consultants to
work with seminaries in this area.
No seminarian should be referred for retesting because they support
Catholic teaching. No seminarian should be retested unless they show
clinically significant evidence of a mental breakdown.
Methods and Materials

This report is the work product of a twelve-person task force, half of
whom are psychiatrists, meeting over a period of two years. Almost every
member of the task force has had personal contact with former patients in
one or more of the treatment centers. Some of the members had extensive
and multiple interviews with former patients regarding their experiences.
One task force member interviewed a clinical director at length. Two
nurses were extensively deposed. Both nurses had been employed in one of
the treatment centers - one for a period of three years and the other for a
period of nine years. Though they were independently deposed, the
experience of each was largely corroborative of the experience of the other.
The intention of this report has never been to criticize merely but rather to
point out certain practices which differ from standard mental health
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practice and could be changed. It has been estimated by Sipe that $50
million of Church money has been expended in these centers in the past 25
years. This matter has been discussed in depth in other publications ("Salt
for Their Wounds" by Lesley Payne, Catholic World Report, February
1997, and "Priest Treatment Unfolds in Costly Secretive World" by Ellen
Barry, Page AI, Boston Globe, 4/3/02). In contrast to these publications,
this report has scrupulously refrained from naming any institutions,
employees, or psychotherapists in its critique.
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